The parotid gland is an extremely rare site for extrapulmonary tuberculosis, even in countries where the disease is widespread. Clinically, tuberculosis of the parotid gland is indistinguishable from other parotid tumors because it frequently presents as a neoplasm. Most patients undergo parotidectomy and the tissue diagnosis changes the clinical impression. We report an 81-year-old man who had a 3 × 3 cm infra-auricular mass for half a year. Pathology demonstrated Warthin's tumor and granulomatous stroma. Acid-fast stain was positive. Pulmonary tuberculosis and tuberculosis within the Warthin's tumor were identified. The patient was treated with antituberculous medication and was disease-free after 12 months of follow up. [Tzu Chi Med J 2008;20(4):332-334] 
Introduction
Warthin's tumor (papillary cystadenoma lymphomatosum) is the second most common neoplasm of the parotid gland and has been reported to account for up to 6-30% of parotid neoplasms [1] . However, parotid tuberculosis is rare, and preoperative diagnosis is difficult [2, 3] . In a review of the English literature, only a few cases of tuberculosis within a Warthin's tumor have been reported [4] . We report a case of Warthin's tumor of the parotid gland with tuberculosis within it.
Case report
An 81-year-old man presented with a 6-month history of a progressively enlarging painless swelling in the right infra-auricular region. He had no other symptoms or complaints, such as facial weakness, fever or prolonged cough. He had a medical history of hypertension and diabetes mellitus. All laboratory tests were within the normal ranges. However, chest X-ray before surgery revealed multiple nodular lesions in bilateral lung fields (Fig. 1) . Computed tomography revealed an ovoid well-enhanced mass with multiple central cystic changes over the right parotid gland (Fig. 2) . Under the diagnosis of right parotid Warthin's tumor, a superficial parotidectomy was carried out. The gross specimen measured 3.2 × 2.9 × 2.8 cm. Pathological examination revealed proliferative oncocytic columnar epithelium and markedly lymphocytic infiltration within the stroma. About half of the mass was occupied by chronic granulomatous inflammation with focal necrosis and multinucleated giant cells (some were of the Langerhans' giant cell type) (Fig. 3) . Acid-fast bacilli were seen on acid-fast stain (Fig. 4) .
The patient was stable postoperatively and was discharged 7 days after surgery. Cultures of both the parotid specimen and sputum later revealed Mycobacterium tuberculosis. After discharge, the patient received antituberculous treatment with ethambutol and Rifater (rifampicin, isoniazid and pyrazinamide; Sanofi-Aventis, Paris, France) in the outpatient clinic. After 12 months of follow-up, the sputum culture was negative for tuberculosis, and chest radiography showed no evidence of active tuberculosis infection.
Discussion
Warthin's tumor typically presents as a slowly growing mass in the tail of the parotid gland. The majority of cases occur among patients aged 50-60 years. A superficial parotidectomy is usually the treatment of choice [1] . According to the clinical manifestations and imaging findings in our patient, Warthin's tumor was diagnosed before surgery. Pathological examination of the specimen showed that in addition to proliferative oncocytic columnar epithelium and marked lymphocytic infiltration within the stroma (which are typical findings of Warthin's tumor), half of the mass was occupied by chronic granulomatous inflammation with focal necrosis and multinucleated giant cells. Acid-fast bacilli were seen on acid-fast stain. Cultures of both the mass and sputum revealed Mycobacterium tuberculosis. In contrast to Warthin's tumor, tuberculosis is a rare cause of parotid swelling. The diagnosis is often difficult to make based on clinical manifestations only [2, 3, 5] . It is also frequently impossible to distinguish tuberculosis from parotid gland neoplasms by clinical or sonographic investigation, even with fine needle aspiration cytology [6] . Most cases are diagnosed after histopathologic examination [7, 8] . Parotid tuberculosis can be part of systemic mycobacterial disease or the primary focus [8] . Tuberculous lymphadenitis is the most common extrapulmonary form of tuberculosis, and the cervical lymph nodes in and around the salivary glands are most frequently involved [5] .
Parotid tuberculosis may develop in two different ways. Primary salivary tuberculosis may begin as an infection from the tonsils or teeth, or infect the gland via the gland's ducts or their associated lymph nodes via lymphatic drainage [5] . In secondary salivary tuberculosis, the gland may be involved via hematogenous or lymphatic spread from the lungs [5] . Tuberculosis is normally confined to the intraglandular and periglandular lymph nodes in the major glands, and invasion of the parenchyma is usually secondary spread from the nodes themselves [7] . Because the chest radiographs in this case revealed multiple nodular lesions in bilateral lung fields, pulmonary tuberculosis was suspected and secondary infection from the lung to the parotid gland was favored. There was no obvious evidence to suggest that tuberculosis occurred before or after Warthin's tumor. The association of Warthin's tumor with parotid tuberculosis could have been a coincidence.
Primary salivary tuberculosis involves the parotid gland more frequently than the other salivary glands. But secondary salivary tuberculosis may also occur in the parotid gland, although it involves the submandibular or sublingual glands more frequently and is associated with pulmonary tuberculosis. Clinically, localized tuberculosis involves the parotid gland, while the submandibular gland is affected in systemic tuberculosis disease [8] . Tuberculosis should be considered in the differential diagnosis of patients who present with a parotid tumor, especially in those with a past history of tuberculosis infection or evidence of tuberculosis elsewhere. Extrapulmonary mycobacterial infection may occur in many organs as part of systemic processes in the absence of clinical disease in the lungs. O'Connell et al described six patients with mycobacterial infection of the parotid gland, none of which had lung lesions. It usually presented as a slowly growing mass, clinically indistinguishable from a parotid tumor [9] .
Tuberculosis infection within Warthin's tumor is seldom seen. The treatment for tuberculosis should be antituberculous chemotherapy, not surgery [2] . In contrast to tuberculosis infection, surgical intervention is indicated for an enlarged Warthin's tumor. Mass excision should be followed by a complete medical treatment course, regardless of whether or not there is lung involvement. In patients with suspected mycobacterial infection, further consideration of extrapulmonary tuberculosis infection to organs or tumor should be emphasized.
